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INITIAL COMMENTS

This visit was for the investigation of three (3)
State complaints.

Complaint number:

IN00139028 Unsubstantiated; lack of sufficient
evidence

IN0O0149400 Unsubstantiated; lack of sufficient
evidence

IN0O0151357 Substantiated; deficiency related to
allegations cited and unrelated deficiency cited

Date of survey: 08-05-14 through 08-06-14
Facility number: 005074

Surveyors:
Jennifer Hembree RN
Public Health Nurse Surveyor

Trisha Goodwin RN BSE
Public Health Nurse Surveyor

QA: claughlin 09/09/14

IDR Committee met on 10-17-14, tag A0522
deleted.
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(d) The equipment requirements are as
follows:

(2) There shall be sufficient

equipment and space to assure the
safe, effective, and timely provision
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(C) Appropriate records shall be
kept pertaining to equipment
maintenance, repairs, and current
leakage checks.

This RULE is not met as evidenced by:

Based on document review and interview, the
facility failed to provide evidence of equipment
repair on one (1) piece of patient care equipment.
Findings:

1. Review of the facility policy and procedure E/M
#...., dated June 2013, titled " Bed Repair and
Annual Inspection ", section Ill. Procedures: B. 3,
indicated a work order will be submitted which will
coordinate the room number and asset tag
number of the bed.

2. Ininterview on 8/6/14 at 12:15pm staff #S11,
RN in charge of patient #3's care on 6/4/14,
indicated maintenance was notified about a bed
alarm concern and the patient ' s bed was
exchanged.

3. Ininterview on 8/6/14 at 12:50pm staff
member #S2 indicated the asset tag of the bed in
question could not be determined and no work
order, bio-medical inspection, or preventative
maintenance for the bed could be produced. No
further documentation was provided prior to exit.
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